Background The aim of the present study was to examine access to care for people with alcohol use disorders.
Introduction
Along with primary prevention strategies, such as increasing the cost of alcohol, 1 the early identification and management of alcohol use disorders in primary care offers one of the main opportunities for reducing alcohol related problems 2 and meeting the Health of the Nation target with respect to alcohol consumption (namely, to reduce the proportion of men drinking more than 21 units by 10 per cent and the proportion of women drinking more than 14 units by 4 per cent by the year 2005 3 ). However, despite evidence pointing to the effectiveness of simple interventions, 4 general practitioners (GPs) often fail to detect alcohol use disorders and many lack enthusiasm for treating these conditions. 5 Furthermore, the impact of efforts to re-focus specialist addiction services outside of hospital settings and to improve their integration with primary care and nonstatutory agencies remains unclear. Epidemiological data are required to identify barriers to care and to guide the planning of alcohol services.
Goldberg and Huxley's pathways to care model 6 has been used as a framework for examining access to mental health care. Five levels of morbidity are represented (from the community through primary care to specialist services) with each separated by one of four filters (see Table 1 ). We aimed to examine differential access to services for selected sub-groups in the population with alcohol morbidity using this approach.
Method
The study was undertaken in a deprived inner-city health district (the old West Birmingham Health District). The district has a substantial ethnic minority population (14 per cent of the adult population being black and 23 per cent Asian) and is consistently ranked in the top ten most deprived districts in England.
psychiatric hospitals included in the survey) as well as people in contact with psychiatric services receiving a primary diagnosis of an alcohol use disorder. Data were also obtained on people admitted to hospital during the same period. All points of contact with these services were ascertained. A range of demographic and clinical data were collected from staff using a specially designed proforma. The draft version of ICD-10 8 was adopted for the diagnostic classification.
Primary care survey
In addition to data on their practice lists held by the Family Health Services Authority, we used information obtained from a postal survey of GPs (n = 125) working in practices located within the district (39 single-handed and 27 group practices) to select five representative practices (three single-handed and two group practices). 9 All residents who attended non-specialized surgeries at these practices during one week were asked to complete a questionnaire as they waited to see the doctor. This included demographic items corresponding to those collected in the associated surveys as well as an alcohol screening questionnaire, the CAGE. 10 The latter consists of the following four questions (answered either yes or no): During the last month (1) Have you felt that you ought to cut down on your drinking? (2) Have people annoyed you by criticizing your drinking? (3) Have you felt bad or guilty about your drinking? (4) Have you had a drink first thing in the morning to steady your nerves or get rid of a hangover? The conventional threshold of two or more affirmative replies was used to distinguish case from non-case.
After the consultation, and unaware of the patient self-report ratings, GPs completed a modified version of the World Health Organization triaxial classification of problems presenting in primary care. 11 This included a tick box item on the presence or absence of symptoms of alcohol misuse and a section to record a diagnosis of an alcohol use disorder. The practices were surveyed between December 1992 and March 1993.
Community survey
A computer-generated random sample of residents was drawn from the Family Health Services Authority database. After seeking the GPs' permission, all eligible subjects were contacted by letter and subsequently approached. There was no replacement for people who either refused or could not be contacted. A poor response rate in the pilot study prompted us to offer £10 to each participant. This was paid on the return of a questionnaire incorporating items used in the primary care survey, including the CAGE. The study was completed between December 1994 and May 1995.
In the three surveys, ethnic group codes were based on the OPCS 1991 Census classifications. The term 'Asian' is used here to include people identified as Indian, Pakistani or Bangladeshi and does not include Chinese or Vietnamese. Self-reported ethnicity was used for the primary care and community surveys but in the survey of specialist services ethnicity was sometimes assigned by staff. The local Ethics Committee gave approval to each of the surveys.
Analysis
Data were analysed using the Statistical Package for the Social Sciences 12 and the Confidence Interval Analysis program. 13 Levels of significance were tested using x 2 where appropriate. Confidence intervals were estimated at the 95 per cent level. To allow comparison of morbidity rates across all levels in the pathways model estimates of the one month period prevalence of alcohol morbidity were unified across all the studies to coincide with the assessment time frame used for the CAGE. The ratios of the rates at successive levels were determined to assess the likelihood of people passing through the intervening filters.
Results

Morbidity rates at all levels in the pathways to care model
The overall results of the three surveys are presented in Table 2 alongside corresponding data for access to care for people with mental health problems in the same district. 
Survey of specialist services
The numerator for the one month prevalence rate was based upon people using specialist services on a specified day (n = 156) and an adjusted monthly number determined from those who contacted services during the following six months (n = 67/ 6). The number using in-patient care was calculated in the same way (i.e. nine in-patients on the specified day plus one-sixth of the 49 patients admitted during the following six months). Data from the 1991 Census, corrected for under-enumeration, 14 provided the denominator (n = 130 965).
Primary care survey
Total morbidity. Of the 1123 eligible patients, 84 were unable to complete the questionnaire in English. Of those remaining, 266 (26 per cent) either refused to participate or did not complete sufficient responses on the CAGE to be designated a case or non-case. When those who completed the CAGE were compared with those who did not a similar response rate was found for men and women. However, people aged 16-44 years were significantly more likely to respond than those aged 45-64 (77 per cent vs 70 per cent; x 2 = 7.4, df = 1, p = 0.007) and whites (89 per cent) more so than either blacks (69 per cent) or Asians (52 per cent; x 2 = 85.3, df = 2, p < 0.0001). Of the 773 patients who completed the CAGE, 63 were cases (8 per cent).
Conspicuous morbidity. Data were collected from the 19 participating GPs on 1009 patients, of whom 34 were identified as having symptoms of alcohol misuse or an alcohol use disorder (3 per cent).
To compare morbidity rates across different levels of care, rates are expressed as a percentage of the population at risk.
Estimates of the population rates for levels 2 and 3 were calculated by multiplying the percentage of cases by the proportion of the population consulting their doctor in the previous month; 36 per cent of those interviewed in the community survey.
Community survey
To achieve a target number of 500 interviews, 1500 people were sampled. Of these, 95 could not be contacted and 585 were excluded, most often because either they did not live at the given address (n = 362) or their GP refused permission (n = 135). A further 91 people were excluded because they were unable to complete interviews in English. Of the remaining 729 eligible subjects, 444 (61 per cent) answered sufficient questions on the CAGE to be coded as a case or non-case. The likelihood of completing the CAGE did not vary significantly according to age, sex or ethnicity. Of those who completed the CAGE, 25 were cases (6 per cent).
Overview
Only half the people identified as cases using the CAGE consulted their GP and of those that did only half had their condition recognized (Table 2) . However, the main filter to accessing specialist care came at the point of referral, only around one in ten people identified as having symptoms of alcohol misuse or an alcohol use disorder in primary care going on to use specialist services.
Demographic factors
Men and women were found to be equally likely to consult their GP and to be referred to specialist services but women less often had their alcohol problem recognized by their doctor (see Table 3 ). Young people were least likely to consult, to have their problems detected and to be referred to specialist services. Asians were highly likely to consult their GP whereas blacks were least likely to do so. However, case identification in primary care was poor for Asians, and both Asians and blacks were far less likely than their white counterparts to be referred to specialist services. When the intervening filters between people with alcohol morbidity in the community and specialist services were examined simultaneously (see Table 3 ; Ratio level 1-4) access to care was by far the worst for women, young people and ethnic minorities.
Discussion
It is necessary to be cautious when drawing conclusions from prevalence surveys and in particular when making comparisons across surveys. Nevertheless, the method adopted here uniquely offers a comprehensive description of access to care for alcohol problems. The composite study carries the specific limitations of the three separate surveys (covered in greater detail elsewhere 9 ). The aims of the study were wide ranging. 9 Consequently, the numbers in some sub-groups are small and the opportunities for addressing potential confounding factors limited. The response rate between sub-groups varied and was especially poor for Asians in primary care. Although the same time frame was utilized, methods of case identification varied across the surveys. This inevitably restricts the opportunity to examine the influence of clinical factors on the permeability of the filters and potentially confounds comparisons made across groups. Despite being validated for use in primary care, 16 the CAGE does not provide a 'gold standard' assessment of alcohol use disorders and the methods used to determine morbidity at levels 3 and above also fall short of ideal.
Our results are remarkably similar to those reported more than 20 years ago by Edwards et al., who discovered that only 10-20 per cent of people suffering from alcohol abuse were in contact with appropriate services. 17 As with the findings on access to care for people with mental health problems in the community, 9 around half the people with problems never see their GP and of those that do only half have their condition recognized. Also comparable is the fact that the main filter to reaching specialist services occurs at the point of referral from primary care (although the impact of clinical factors is likely to be particularly important here). Access to in-patient care is especially stringent, yet still almost one in ten people using services is admitted to hospital.
Our data ignore the increasingly important influence of nonstatutory agencies and could potentially paint an unduly gloomy picture. Yet only 3 per cent of patients with identified morbidity in primary care were referred to such services by their GP, suggesting that they are not currently making a substantial impact on the model described. It would appear then that little has changed in the past two decades. 17 The community morbidity rates are largely consistent with existing findings 1, 18 as are the low levels of access to specialist care for women and young people. 19 It is evident from our results that the latter has as much to do with problems surrounding case recognition and referral practices in primary care as with the lack of acceptable specialist provision for these groups. Although at odds with the Office of Population Censuses and Surveys (now Office for National Statistics) national survey of psychiatric morbidity, 18 the higher morbidity rate found in Asians is in accord with evidence that Sikhs are more likely to be regular drinkers than whites and that few Muslims drink at all; 20 none of our Asian cases were Muslim. Access to care was impeded for blacks by their failure to consult their GP and for Asians by poor case recognition in primary care. Also, compared with whites both Asians and blacks were under-served by specialist services. The reasons for this are unclear but are more likely to stem from deficiencies in existing health provision than because of a greater uptake of services on offer from non-statutory agencies. 21 The UK Government has recently called for a strategy 'on alcohol to set out a practical framework for a responsible approach'. 22 The current study highlights some areas of weakness in existing health provision. It remains the case that most dedicated alcohol interventions are undertaken in specialist settings, and steps need to be taken to extend services 68 JOURNAL OF PUBLIC HEALTH MEDICINE away from the hospital to the community if they are to make a significant population-wide impact. 4 GPs clearly occupy a central role in this process and need to be better equipped both to detect and to manage alcohol use disorders in primary care. 23 New community based services must be closely linked with primary care and should be especially alert to shortcomings in provision for women, Asians and blacks and young people.
